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A package is known by the COMPANY it keeps... . 


This B-P RACK-PACK¢ of RIB-BACK SURGICAL BLADES 


is convincing proof! 


Contains one gross of one size Blades on 4 racks 


RACKS with any size blades fit the 
RACK-PACK Stand 


Just as you depend upon RIB-BACK Blades to give you maximum cutting efficiency 
—you can rely on the RACK-PACK package to really save TIME and LABOUR for 
your O.R. Personnel. 


NO wrapping of individual packages 
NO removing of individual blades 
NO handling or racking of individual blades 


Ask your dealer to show you a B-P RACK-PACK to-day. 

Price just the same as normal pack of six to packet. 
The RACK-PACK fully protects the perfect cutting edges from damage in shipping, 
storing and pre-operative handling. V.P.I. rust inhibiting liner prevents corrosion. 


Blades already on RACK . . . ready for sterilization “in a matter of seconds.” 
AND—it costs the same as conventionally packaged Blades. 


Further information from: 


GURR SURGICAL INSTRUMENTS (PTY.) LTD. 


Harley Chambers, Kruis Street. P.O. Box 1562, JOHANNESBURG 
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hundreds of surgical procedures 
in thousands of hospitals 


drenosem 
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(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


The problems of oozing and bleeding during sur- Supplied in ampuls and 
gical procedure are familiar to every surgeon. tablets. 
Adrenosem controls this oozing and bleeding 


by maintaining capillary integrity and by promot- illustrated brochure de- 
ing the retraction of severed capillary ends. scribing the action and uses 


No untoward reactions have been reported in of Adrenosem Salicylate. 
more than five years of clinical use. *U.S. Pat. 2581850, 2506294 


tue s. E. FWilassencitt company 
BRISTOL, TENNESSEE, U.S. A. 
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effective in 


genitourinary 


tract infections 
Terramycin 


Brand of Oxytetracycline 


In stubborn uwrinary 
tract infections « most 
strains of Ps. aerugi- 
nosa  trichomonas 
vaginitis or vaginal 
leukorrhea hemo- 
philus vaginitis » nonspecific ureth- 
ritis vesiculoprostatitis and 
many infections caused by both 
gram-positive and gram-negative 
organisms. 


Terramycin 


AVA.LABLE [N A WIDE RANGE OF DOSAGE FORMS 


Pfizer} Science for the World’s Well-Being 


*Trade Mark of Chas. Pfizer & Co. Inc. 
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eye 
infections 


Terramycin’® 


Brandof Oxytetracycline 


In eyeinfections-— 
traumatic and allergic 
ocular inflammations - 
posttraumatic corneal 
opacities - ophthalmia 
neonatorum — resistant 


trachoma 


Terramycin 


AVAILABLE IN A WIDE RANGE OF DOSAGE FORMS 


Science for the World’s Well-being 
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Foremost 
in skin 7 


antiseptics 


MEDICAL TESTIMONY: 


“Perhaps the most valuable of the newer antiseptics is 
chlorhexidine (‘Hibitane’).... It is very active against almost all 
bacteria; and a single application is effective.... At the moment 
chlorhexidine is perhaps the best compromise between bactericidal 


effectiveness and harmlessness to the skin.” 
Annotation Lancet 1958, ti, 1164. 
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‘HIBITANE? dihydrochloride ,“HIBITANE’ OBSTETRIC CREAM 
‘HIBITANE’ CONCENTRATE (5%) ‘HIBITANE’ ANTISEPTIC CREAM 


and for combined antiseptic/detergent indications as 
SAVLON Hospital Concentrate and SAVLON Liquid Antiseptic. 
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CHLORHEXIDINE Trade Mark 


Ici) Imperial Chemical Industries Limited 
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Distributed by: 

‘ 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
P.O. BOX 11270, JOHANNESBURG P.O. BOX 1519, CAPE TOWN 
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CHLOROMYCETIN’ 


IN OOg- » 


besmettings 


Die antibiotiese werkingsveld van Chloromycetin omvat die 
meerderheid oogsickteverwekkende organismes en hoé plaas- 
like konsentrasies word geredelik deur toediening van die oog- 
salf of oplossing verkry. Bowendien besit Chloromycetin dic 
cienskap dat dit prikkeling verlig en vinnig die weefsels en 
watervog van die oog binnedring. In samestelling met hidro- 
kortisoon dra Chloromycetin daartoe by om die ontstekings- 
reaksie te beheer en bindveselvormende weefselwoekering te 
onderdruk. 

Beskikbaar as: 

Chloromycetin-hidrokortisoon Oogheelkundig, (poeier vir suspensie, fiole 
van 5 ml.), Chloromycetin-hidrokortisoon-oogsalf (buisies van 60 grs.). 
Chloromycetin Oogheelkundig (poeier vir oplossing, 25 mg.), Chloromyce- 
tin-oogsalf 1% (buisies van 60 grs.), en Chloromycetin oogsalf-Aplicaps,” 
1%, (flessies van 12 en 100). 


in eye 
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infections 


The antibiotic range of activity of Chloromycetin includes the 
majority of organisms pathogenic to the eye and high local 
concentrations are readily secured by administration of the 
ophthalmic ointment or solution. In addition Chloromycetin 
has the property of alleviating irritation and rapidly penetrates 
into the tissues and aqueous humor of the eye. In combination 
with hydrocortisone, Chloromycetin aids in controlling inflam- 
matory response and suppressing fibroblastic proliferation of 
the tissues. 

Available as: 

Chloromycetin Hydrocortisone Ophthalmic, (powder for suspension, vials of 
5 ml.), Chloromycetin Hydrocortisone Ophthalmic Ointment (tubes of 60 
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tin Ophthalmic Ointment 1% (tubes of 60 grs.), and Chloromycetin Ophtha!- 
mic Ointment Aplicaps* 1% (bottles of 12 and 100). 
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EDITORIAL - REDAKSIONEEL 


THE TESTING OF 
NEW DRUGS 


DIE TOETS VAN NUWE 
GENEESMIDDELS 


‘The Proper Study of Mankind is Man.’ Pope 


In London recently, at the Royal Society of 
Medicine, a symposium was held on Progress 
in the Evaluation of Drugs. This provided a 
most useful opportunity for a ‘free inter- 
change of ideas.’ Considerable attention was 
paid to the importance of the clinical trial and 
pilot trials on human subjects after thorough 
animal experimentation. 

Shortly after the London meeting, an all- 
day symposium on The Clinical Evaluation of 
Drugs was held at the Albert Einstein Medical 
Center, Philadelphia. 

Although much of the same ground was 
covered as at the meeting. in London, discus- 
sion ranged more widely and included the 
teaching of clinical pharmacodynamics, the 
short life of new products and considerable 
emphasis on the use of the double-blind tech- 
nique in assessing the efficiency of new pro- 
ducts. 

The interesting statement was reported that 
part of the difficulty of evaluating results of 
human experiments is due to the fact that 
some subjects may be enthusiastic ‘placebo 
reactors, whereas ‘other more pessimistic per- 
sons will underreact to that which is really 
good or bad for them.’ 

‘The role of statistics appeared to be regarded 
as a necessary evil. However, one thing is 
quite certain. If statistics must be employed, 
the statisticians should be consulted in the 


Die Royal Society of Medicine het onlangs in 
Londen ’n simposium gehou oor Vordering 
met die Waardebepaling van Geneesmiddels. 
Dit het ’n uiters nuttige geleentheid vir ’n vrye 
meningswisseling verskaf. Heelwat aandag is 
geskenk aan die belangrikheid van kliniese 
proefnemings en van eerste proefnemings met 
mense as onderwerpe nadat deeglike proef- 
nemings met diere gedoen is. 

Kort na die Londense byeenkoms is ’n heel- 
dag lange simposium oor die Kliniese W aarde- 
bepalings van Geneesmiddels in die Mediese 
Sentrum Albert Einstein, Philadelphia, gehou. 

Ofskoon baie van dieselfde terrein hier gedek 
is as op die vergadering in Londen, was die 
besprekings omvattender en het dit ingesluit 
onderrig in die kliniese farmakodinamiek, die 
kort lewensduur van nuwe produkte en aan- 
sienlike beklemtoning van die gebruik van die 
dubbelblind-tegniek om die doeltreffendheid 
van nuwe produkte te bepaal. 

Die interessante verklaring is gedoen dat 
deel van die moeilikhede met die waardebe- 
paling van die resultate in proefnemings met 
mense te wyte is aan die feit dat sommige 
voorwerpe geesdriftige ‘placebo-reaktors’ is, 
terwyl ander, ‘meer pessimistiese persone 
minder sal reageer op wat werklik goed of 
sleg vir hulle is.’ 

Die rol van statistiek word skynbaar as ’n 
noodsaaklike euwel beskou. Maar een ding 
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planning of the experiment and not merely 
referred to when the task of interpreting the 
data has to be faced. 

The increased tempo at which new drugs 
are being developed has brought very much to 
the fore the crucial importance of well-planned 
clinical trials carried out with integrity and 
preferably by independent investigators. 

The evaluation of the clinical efficacy of 
drugs in Man is well known to be notoriously 
difficult. Our medical schools and our hos- 
pitals can therefore make a great contribution 
in this regard by participating in these evalua- 
tions on a co-operative basis. By the time a 
new drug reaches the stage of clinical trial, 
pharmaceutical and pharmacological research 
has done all that is humanly possible to dis- 
cover its properties by exhaustive experiments 
on animals. The final stages of the assessment 
on human beings for the treatment of disease 
are therefore reached when the request for a 
trial can be made with reasonable certainty that 
there is no danger. Only in this way can the 
safety as well as the therapeutic efficacy of a 
new product be established. 

South Africa has already made useful con- 
tributions by co-operating in this type of 
clinical research. Indeed, the fact that we have 
been asked to help implies at once a tribute 
to and a recognition of our standards of medi- 
cal practice as equal to those anywhere else in 
the world. 
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bly absoluut seker. As stististiek gebruik moet 
word dan moet statistici geraadpleeg word oor 
die planne vir die proefnemings en moet daar 
nie net na hulle verwys word wanneer die taak 
om die besonderhede te vertolk, afgehandel 
moet word nie. 


Die toenemende tempo waarteen nuwe middels 
ontwikkel word, het die uiterste belangrikheid van 
goed-beplande kliniese proefnemings wat uitgevoer 
word met integriteit en verkieslik deur onafhanklike 
navorsers, ten sterkste op die voorgrond gebring. 


Dis bekend dat dit besonder moeilik is om die 
waarde van die kliniese uitwerking van genees- 
middels in die mens te bepaal. Ons mediese skole 
en ons hospitale kan dus in hierdie opsig ‘n groot 
bydrae lewer deur op kodperatiewe grondslag aan 
hierdie waardebepalings deel te neem. Teen die tyd 
dat ’n nuwe geneesmiddel die stadium van kliniese 
proefneming bereik, het die farmaseutiese en farma- 
kologiese navorsers reeds alles wat menslik moontlik 
is gedoen om die eienskappe daarvan met deurtas- 
tende proefnemings op diere te ontdek. Die eind- 
stadium van die berekening van die waarde wat dit 
het vir die behandeling van siektes by mense word 
eers dan bereik wanneer met ’n redelike mate van 
sekerheid dat geen gevaar bestaan nie versoek kan 
word dat proefnemings gedoen werd. Alleen op 
hierdie wyse kan sowel die veiligheid as die terapeu- 
tiese werksaamheid van ‘n nuwe produk vasgestel 
word. 

Suid-Afrika het reeds waardevolle bydraes gelewer 
deur saam te werk met dié soort kliniese navorsing. 
Die feit dat ons gevra word om te help is, om die 
waarheid te sé, nie alleen ’n huldeblyk aan nie maar 
ook ‘n erkenning van die hoé standaard van ons 
mediese praktyk wat aan dié op enige ander plek in 
die wéreld gelykstaan. 


PORPHYRIA AND THE ANAESTHETIST 


W. G. SrapLes, M.B., CuH.B., D.A. (ENG.) 
Department of Anaesthesia, University of Pretoria, and Pretoria General Hospital, Pretoria 


The pre-operative diagnosis of porphyria is of 
great importance to the anaesthetist because of 
the frequent use of intravenous barbiturates, 
which invariably precipitate an acute attack in 
the susceptible individual. It is of particular 
importance in South Africa where the disease 
has been demonstrated in many of our Afri- 
kaans families. 

Porphyria is a disturbance in the metabolism 
of the pyrrole pigments, resulting at times in 
a marked increase in the excretion of porphy- 
rins in the urine and characterized by cutan- 
eous, psychological and neurological symptoms. 
In the quiescent stage the only sign may be 
increased sensitivity of the skin, particularly to 
sunlight. The acute attack is characterized by 
abdominal pains, vomiting and hysteria. After 


a few days a peripheral neuritis may develop, 
with various degrees of paralysis and the 
patient may die. The urine is reddish-brown 
due to contained porphyrins. 

Dean has shown that European descriptions 
of the disease and their division into ‘chronic 
cutaneous porphyria,’ ‘symptomless porphyria’ 
and ‘acute porphyria’ are different manifesta- 
tions of the same inherited disorder.!:5 Acute 
porphyria is common in Sweden and 200 cases 
have been described, but it is a different gene- 
tic condition from that seen in South Africa.® ’ 
Up to July 1955 Dean had treated 21 cases 
of acute porphyria, 3 of which died.!:? Barnes 
(in 1951) described 40 cases in South Africa.? 
The incidence of porphyria in the Eastern Cape 
Province is 1%.! 
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Each fluidounce contains: 
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Supplied in 4 oz. bottles 
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ETIOLOGY 


Very small quantities of porphyrins are ex- 
creted in health in the urine and faeces; 
slightly increased excretion occurs in a number 
of diseases and grossly increased excretion ac- 
companies porphyria. 

Haem (relatively abundant in the body as 
part of haemoglobin, myoglobin and several 
intracellular enzymes) is an iron-porphyrin 
complex. Apart from small quantities of fae- 
cal porphyrin formed in the gut by the action 
of digestive enzymes on ingested haem pig- 
ments, the excreted porphyrins are not derived 
from the catabolism of haem. Rimington sug- 
gests that, during synthesis of the haem pig- 
ments, a very small quantity of type I porphy- 
rin is produced and eliminated from the 
body.3:4 Also the reticulum material extruded 
from maturing erythrocytes is probably another 
source of excreted porphyrin. Total daily ex- 
cretion of coproporphyrin in health is 0—-0.1 
mg. in urine and 0.3 mg. in faeces. 

In a variety of conditions, e'g' liver disease, 
pernicious anaemia, fevers, infections and fol- 
lowing absorption of chemicals and metals such 
as sulphonamides, benzene ring compounds, 
lead, selenium and arsenic, up to 50 times the 
normal amount of porphyrin may be excreted. 
In porphyria up to 100 mg. may be excreted 
in 24 hours. 

It is thought that the disease results from an 
over-production of porphyrins during haemo- 
globin synthesis. It is not known whether the 
symptoms are due to an intoxication from the 
excess porphyrins present. However, polyneu- 
ritis has been produced by injections of haema- 
toporphyrin, and histological studies suggest 
that the polyneuritis of porphyrinuria has a 
toxic etiology. Injections of porphyrins have 
also given rise to excessive skin sensitivity, 
especially to sunlight. 

Porphobilinogen, which is found in the 
urine of porphyrics, is a monopyrrolic precur- 
sor of uroporphyrin, coproporphyrin and _pro- 
toporphyrin. 


THE INHERITANCE OF PORPHYRIA 


Dean and Barnes> traced the genealogies of 32 
porphyric family groups, all of old burger 
stock. A total of 324 members (168 male and 
156 female) had clinical manifestations of por- 
phyria. One of these family groups was in- 
tensively studied, the urine and faeces being 
examined for porphyrins. The founder of this 
family came to South Africa from Holland in 
1713; his wife’s family had come in 1688. His 
great-grandson, born in 1788, had 4 sons and 
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1 daughter. The third son (born in 1814) had 
478 descendants—434 of whom are still alive. 
They were all traced. The authors concluded 
that porphyria was inherited as a non-sex- 
linked Mendelian dominant and that, if one 
parent was a porphyric, half the descendants 
would inherit the disease. 

Skin sensitivity appears to be more common 
in men and acute porphyria and abdominal 
symptoms more common in women. 

Prophyria has been described in non-Euro- 
peans by Barnes, who studied 113 cases found 
among the Bantu races on the Witwatersrand.’ 
A third of the cases sought medical aid because 
of skin lesions and the rest were discovered 
accidentally. Tribes from all over the Union 
were affected and the disorder was not found 
until adolescence. 

A very rare form of congenital porphyria 
with marked skin sensitivity to light from 
birth, pink staining of teeth and bone, and 
with anaemia and splenomegaly is inherited 
as a Mendelian recessive characteristic. This 
was described in Sweden by Waldenstrom and 
has not been seen in South Africa, 7 except 
possibly for the case described by Barnes? in a 
Bantu female. 


SIGNS AND SYMPTOMS 


One must differentiate between hyperpor- 
phyrinism (e.g. due to liver dysfunction) and 
porphyria which is of genetic origin, because 
the former cases are not affected by drugs.! 

It usually causes no symptoms in children. 
In adults there is the quiescent stage and the 
acute attack. 


1. QUIESCENT STAGE 


During this period the patient may come in to 
hospital for an operation entirely unrelated to 
the disease. Certain points should put the 
anaesthetist on his guard : 

(a) The patient’s name. In South Africa 
the names van Rooyen and Ferreira should 
raise suspicion. 

Cutaneous manifestations. Usually 
there is a slightly increased sensitivity of the 
exposed skin (on the back of hands and face) 
which blisters and abrades easily; scars may be 
found on the backs of the hands. The blisters, 
when they occur, are usually about half an inch 
in diameter. They rupture and leave an ulcer. 
Eventually the hands may be scarred from 
many healed lesions. 

The skin sensitivity is generally more pro- 
nounced in men. If the skin on the back of 
the hand is scraped 4 or 5 times with a finger- 
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nail, in porphyria the superficial layer will 
abrade. Pigmentation often occurs in porphy- 
rics and women may show pre-auricular hyper- 
trichosis. Careful enquiry may reveal that 
relatives also suifer from a sensitive skin. If 
cutaneous manifestations are present, porphy- 
rins can be detected in the urine by spectro- 
scopic examination and by fluorescence in 
ultra-violet light. 

Male porphyrics, apart from skin manifes- 
tations, may remain well throughout life unless 
they are given barbiturates or a thiopentone 
anaesthetic. 

(c) Abdominal Discomfort. This is the usual 
complaint in female porphyrics and, as they 
are often given sedative barbiturates as treat- 
ment, the condition may be aggravated or an 
acute attack precipitated. Appendicitis, intes- 
tinal obstruction or some gynaecological condi- 
tion may be diagnosed and the patient sub- 
jected to a laparotomy with thiopentone anaes- 
thesia, with fatal results. Female porphyrics 
often appear emotionally unstable. Pregnancy 
accentuates these symptoms and there may be 
a history of previous pregnancies being termi- 
nated because of pains, vomiting and hysteria.! 

In the differential diagnosis one must con- 
sider Addison's disease, hysteria, mental dis- 
order and hyperthyroidism. If in doubt, exami- 
nation of the urine and faeces will verify the 
diagnosis. 


2. ACUTE ATTACK 


Dean states that in his experience it is always 
precipitated by drugs, especially barbiturates, 
chemicals, or alcohol.! Acute attacks are more 
common in women, probably because they take 
more sedatives. Attacks also occur during 
pregnancy. 

During an attack the patient is emotionally 
upset and complains of severe pains all over 
the body, especially in the abdomen. He may 
exhibit a toxic delirium simulating delirium 
tremens. If there is vomiting with abdominal 
tenderness, distension and rigidity, the patient 
may have a laparotomy performed. It is, there- 
fore, the duty of the anaesthetist to enquire 
about the result of urine examination in all 
cases presenting as examples of an acute abdo- 
men. The urine is reddish-brown in colour 
and darkens on standing. A great excess of 
porphyrin and porphobilinogen will be present. 

If the condition is correctly diagnosed, 
within a few days there will develop a lower 
motor neurone paralysis of the extremities with 
loss of reflexes due to peripheral neuritis. The 
pupils are dilated, there is a tachycardia and 
the blood pressure is raised. If the patient 
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survives the peripheral neuritis persists for 
months. During an acute attack there is evi- 
dence of impaired liver function and usually 
a leucocytosis. The cerebrospinal fluid is nor- 
mal. There may be an ascending paralysis of 
the Landry type (which may lead to bulbar 
palsy and death) and convulsions. 


PORPHYRIA IN THE BANTU 


Barnes? found certain differences from the 
European cases. Unfortunately he could only 
demonstrate a familial incidence in a few cases, 
due to the difficulty of tracing relatives. Acute 
porphyria is rare in the Bantu and Barnes only 
mentions 2 cases. Skin lesions are common 
and, in contrast to Europeans, are commoner 
in females. In general the lesions are the same 
as in Europeans and porphyrins have been 
demonstrated in the ‘blisters’. Sometimes a 
generalized hyperpigmentation of face and 
hands is seen. MHypertrichiosis, limited to 
temporal and pre-auricular regions, is not un- 
common and very striking when present in 
females. The disease is commonly mistaken 
for pellagra which is, of course, often seen in 
the Bantu. It was at one time suggested that 
there were increased porphyrins in the urine 
in pellagra (Beckh), but Rimington and Leitner 
have refuted this.4 Syphilis must also be con- 
sidered in the differential diagnosis. 

In about half of Barnes’ cases there was a 
hepatomegaly. In view of the frequence of 
hepatomegaly in the Bantu associated with 
malnutrition, he had difficulty in deciding what 
relation this had to the porphyria. It has been 
shown by Garrod that there is increased excre- 
tion of porphyrins in liver disease and it is 
possible that some of the cases showing faint 
traces of porphyrin could have been the result 
of liver disease.!° Temporary hyperporphyrin- 
ism due to liver dysfunction may be difficult to 
distinguish from the genetic condition in the 
absence of an adequate history. 

In December 1950, Barnes and Findlay de- 
scribed a case of congenital porphyria in a 
13-year-old Barolong girl with ‘ pink-staining’ 
of the teeth, etc. This is the excessively rare 
type inherited as a Mendelian recessive gene."! 


OPHTHALMOLOGICAL CHANGES IN 
PORPHYRIA 


Barnes and Boshoff!? have described this con- 


dition. There is light sensitivity of the skin 
giving hydroea vacciniforme and h. droea aesti- 
vale of the eyelids. There may be photo- 
phobia and conjunctivitis with pus. A herpeti- 
form keratitis has been described and also 
scleritis with scleromalacia perforans. Some 
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cases show limbal phlyctenules. The fundus 
is oedematous with black pigmentation and 
haemorrhages. 


CHEMISTRY OF HAEM 


Haem is Iron-Protoporphyrin IX. 

Porphobilinogen is the monopyrrolic precursor of 
uro-, copro- and protophorphyrin. 

Uroporphyrin, coproporphyrin and protoporphyrin 
are found in human tissues and have methyl groups 
substituted in positions 1, 3, 5 and 7. Uroporphyrin 
and coproporphyrin belong to series I and protopor- 
phyrin to series III. 


CHEMISTRY OF THE PORPHYRINS!8 


Pyrrole Pigments. A large number of animal pig- 
ments containing pyrrole nuclei are known. 

Four substituted pyrrole nuclei are joined together 
through methinyl (=CH —) or methylene (—CH.,,—) 
groups to form a chain or ring: 


i. Chain Type: The Bile Pigments: — 
Verdohaemochromogen; 
Biliverdin; 

Bilirubin; 
Urobilin. 

ii. Ring Type: The Porphyrins: These have the 
property of combining with metals and proteins to 
give pigments active in the carriage of respiratory 
gases or in oxidation-reduction systems: 

Haemoglobins; 
Haemochromogens; 
Cytochromes; 
Haematin; 

Haem. 

Protoporphyrin, coproporphyrin and uroporphyrin 
are derived from porphobilinogen—a monopyrrolic 
precursor. 

The chlorophylls are also porphyrin derivatives. 

Haem is an iron-containing porphyrin known as 
IX. The porphyrin nucleus 
consists of pyrrole rings joined together by 4 
methine (=C—H-—) bridges. 
pyrrols. 


They are thus tetra- 


EXAMINATION OF URINE AND FAECES FOR 
PORPHYRINS 


It is important to examine both urine and 
faeces! for when the diagnosis is in doubt 
examination of the faeces for increased por- 
phyrin excretion is of the greatest value. This 
examination should, in doubtful cases, be done 
by a biochemist trained in porphyrin analysis. 

Naked-Eye Appearance. In the acute stage 
the urine may immediately suggest porphyria 
because of its reddish-brown colour. It darkens 
considerably on standing, particularly after the 
addition of hydrochloric acid. 

Watson-Schwartz Test. This is a test for 
porphobilinogen. Ehrlick’s aldehyde saturated 
with sodium acetate should be added to 5 ml. 
urine and the mixture shaken with chloroform. 
When porphobilinogen is present a purple 
colour will remain in the aqueous layer. 

Spectroscopic Examination. The increase in 
porphyrin excretion may be so slight that it 
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can only be detected by careful spectroscopic 
examination of a layer several inches deep. 
The characteristic bands of porphyrin can then 
be detected by those experienced in this type 
of examination. 

Examination in Ultra-violet Light. This 
method is less sensitive than is spectroscopic 
examination. In positive cases the urine or 
faeces will show brilliant red fluorescence while 
normal faeces show a green or a slight pink 
fluorescence. 

In suspected cases, 4 oz. urine with a few 
drops of chloroform added as preservative and 
a sputum jar half full of faeces should be sent 
to a biochemist for examination. 


TREATMENT OF THE ACUTE ATTACK 


This has been outlined by Dean.! 

1. Stop all drugs and sedatives—as they may 
be aggravating the condition. 

2. Keep the patient out of the sun. 

3. Good nursing is required in a private 
ward because of the element of hysteria. 

4. If antibacterial drugs have to be given, 
avoid sulphonamides, but penicillin can be 
given safely. 

5. Maintain the patient’s general condition 
and, if there is vomiting, the nutrition and 
electrolyte balance must be watched and main- 
tained by parenteral therapy. 

6. To counteract the liver damage often 
present, a high-protein, high-carbohydrate diet 
with a liberal supply of vitamins must be 
given. 

7. ACTH and cortisone may be of value;! 
25 mg. of cortisone can be given 6-hourly for 
2-3 days, and half this dose for a similar 
period. 

8. Convulsions: 30% ether in oil is given 
by rectal drip, after which the rectum must be 
irrigated with normal saline. Epanutin may 
also be given (14 gr. 6-hourly) by stomach 
tube. 

9. Physiotherapy is indicated during re- 
covery from the paralyses. 

10. Dean stresses the practitioner's respon- 
sibility of investigating all affected family 
groups and giving them each a letter warning 
all subsequent medical attendants of their 
disease and the danger of drugs, especially bar- 
biturates and sulphonamides. 


THE RELATION OF DRUGS TO PORPHYRIA AND 
THE CHOICE OF ANAESTHETIC 


Agent: Although all the authorities consulted 
agree that drugs can precipitate an acute attack 
of porphyria, there seems to be a general reluc- 
tance to state specifically which drugs must be 
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avoided. Amongst others, the following drugs 
have been mentioned as definitely precipitating 
acute attacks : 


Barbiturates; 

Sulphonamides; 

The Sulphones (Sulphonal and Trional); 

Alcohol; 

Lead. 

Isopropyl acetyl carbamide (Sedormid, 
Roche). 


The difficulty is in knowing which drugs 
can be safely used for securing sedation or 
analgesia. Dundee and Riding state that 
opiates, chloral hydrate, paraldehyde and intra- 
venous procaine 0.2% are quite safe! In a 
personal communication from Dean he states 
that ‘these patients tolerate pethidine and mor- 
phia fairly well, but being unstable individuals 
they can easily become drug addicts.’ He says 
he has given porphyrics pethidine post-opera- 
tively without ill effects. Dean states that it 
is unknown as yet which drugs are definitely 
harmful to porphyrics. Tudor-Hughes treated 
an acute case associated with pregnancy with 
pethidine, but the patient died.'5 


MEDICAL PROCEEDINGS - MEDIESE ByDRAES 


3 Oktober 1959 


An interesting observation in regard to the 
pain of porphyria, made by Carrié, is that por- 
phyrics are spasmogenic.!9 Reitlinger and 
Klee?° have shown that dilute solutions of 
coproporphyrin caused prolonged tonic spasm 
of isolated guinea pig intestine, refractory to 
atropine, but relaxed by adrenaline. In human 
subjects, however, adrenaline has persistently 
failed to relieve abdominal pain associated 
with smooth muscle spasm in the colon. On 
the other hand, sympathetic ganglion-blocking 
agents have produced dramatic relief and in 
one case splanchnicectomy had a_ beneficial 
effect.'6 This suggests an autonomic disturb- 
ance rather than a direct smooth muscle effect. 

In view of these observations it seems rea- 
sonable to use sympathetic ganglion-blocking 
agents for the treatment of abdominal pain in 
porphyria. In fact, tetraethylammonium chlo- 
ride (Etamon) has been used with relief of 
pain in these cases.?! 

If one has to anaesthetize a known por- 
phyric, there is actually little difficulty in the 
choice of the anaesthetic. Everyone seems 
agreed that ether is quite safe. In fact, it is 


TABLE 1: PorpHyRIA 


I. Congenital Type: 
(Inherited as a Mendelian recessive). 


Hurts Ww Ne 


II. - Porphyria in South Africa: 
(Inherited as non-sex-linked Mendelian 
dominant). 


. Very rare. 

. Not seen in South Africa. (Barnes has described one case 
in a Bantu). 

. Marked light sensitivity from birth. 

. Dark-coloured urine. 

. Anaemia and splenomegaly. 

. Pink staining of teeth. 


- Quiescent Stage: 
(a) Cutaneous Manifestations. 


(Mainly in men. Common in Bantu especially in 
women). 


(b) Abdominal Discomfort. 


(Mainly in women). Accentuated by pregnancy. 


(c) Porphyrins may or may not be demonstrated in urine 


and faeces. 


2. Acute Attack: 


(More common in women). (Rare in Bantu). 

(a) Emotional upset. (May be diagnosed as hysteria). 

(b) Acute abdominal symptoms. 

(c) Peripheral neuritis with paralysis, coming on after a 


few days. 


(d) Reddish-brown urine due to excess porphyrin and porpho- 


bilinogen. 


The acute attack may be precipitated in patients in the 


Ill. Swedish Type of Porphyria Hepatica: 
(Inherited as non-sex-linked Mendelian 
dominant). 


1V. Hyperporphyrinism: 


quiescent stage by drugs, especially barbiturates and 
sulphonamides, Sulphonal and Trional, Alcohol, Lead, 
“Sedormid’ (Roche). 


Increased porphyrin excretion. May be due to liver dys- 


function. 
Not affected by drug as in genetic porphyria. 


3 October 1959 


used to treat the convulsions associated with 
acute porphyria. Of inhalational agents nitrous 
oxide is also innocuous, but nothing is known 
about the safety or dangers of the others. No 
work has been done on the effects of relaxants, 
but I have personally used Flaxedil in a few 
suspected cases with no ill effects. Thiopentone 
(together with all barbiturates) is, of course, 
absolutely contra-indicated. There seems to be 
no contra-indication to local, regional or spinal 
anaesthesia. 


EXPERIMENTAL PORPHYRIA 


Schmid and Schwartz have produced experi- 
mental porphyria in rabbits, rats and mice by 
continued administration of the semicarbamide 
*Sedormid ’.!6 Dogs are also affected, but much 
less markedly. This may prove a valuable tool 
in the further study of porphyrin metabolism 
and chemistry. 

No original work has yet been done on the 
effects of anaesthetic agents on the porphyrin 
metabolism of normal and porphyric indivi- 
duals. It has been suggested by Dr. O. V. S. 
Kok that we should induce a disturbance in 
the porphyrin metabolism of dogs by means 
of Sedormid, i.e. corresponding to the quiescent 
stage of porphyria in humans, and then note 
the effect of anaesthetics on their metabolism. 
In this way we may be able to collect valuable 
information about the little known subject of 
the action of drugs in porphyria. 

Perold has described cases of porphyria in 
cattle which were inherited as recessive genes. 
The disease was traced to a porphyric bull 
which was owned by a farmer in Swaziland.'7 
A veterinary officer at Onderstepoort, P. J. J. 
Fourie, in association with Rimington, has 
reviewed the occurrence of porphyria in cattle. 
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SUMMARY 


Table 1 summarizes the position relating to 
porphyria. 
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THE TREATMENT OF GASTRO-ENTERITIS 


A CLINICAL TRIAL OF FURAZOLIDONE 


T. A. TURNBULL, M.R.CS., L.R.C.P., D.A. 
London 


Medical practice at sea is not very much dis- 
similar from that conducted by general practi- 
tioners who work in isolated areas or who do 
not have intimate contact with hospital and 
laboratory facilities. Accordingly, the results 
of the clinical trial of a new preparation by a 
medical officer in a ship at sea will be com- 
parable with similar trials in general practice. 


The substance of this communication is 
based on a clinical trial of furazolidone 
(‘ Furoxone’) used in the treatment of gastro- 
enteritis in patients on board ship. The con- 
ditions at sea are similar to those one would 
have encountered in a community where the 
clinical impression of a practitioner on the 
value of a drug is based on his previous ex- 
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perience with drug therapy and with the 
diseases treated. 

The treatment of diarrhoea is not usually 
difficult. If it is possible to have a laboratory 
report on the stools, together with a report on 
the sensitivity of any pathogens present to the 
recognized drugs available for treatment, then, 
of course, a specific form of therapy can 
instituted. When, however, no such reports 
are available the practitioner must prescribe 
treatment with the knowledge that a consider- 
able number of patients will certainly require 
more than just a medicine which contains 
opium, kaolin or other non-specific constitu- 
ents. It must also be remembered that, as it 
is often impossible to isolate the causative 
organism in diarrhoea or to await the results 
of sensitivity tests, treatment has to be initiated 
when the patient is first seen. As a tule, 
depending on one’s clinical assessment of the 
case and the necessity for the patient to be 
rapidly returned to full employment, the prac- 
titioner will often prescribe an antibiotic or 
one of the sulpha group of drugs, confident 
that if pathogens are present in the stool they 
will probably be controlled by these active 
compounds. This is common practice and it 
is mot necessary to defend this procedure. 
There are, however, other considerations. 

Although both antibiotics and sulpha drugs 
are widely used in the treatment of enteritis, 
neither class of drug is completely satisfactory. 
Antibiotics are costly and the doctor who pre- 
scribes them for what may be a minor, though 
unpleasant, complaint must also weigh the 
benefits to be expected against the risk of pro- 
ducing resistant strains of bacteria. Sulphona- 
mides are usually prescribed in large numbers 
of tablets, and in addition to the inconvenience 
of administration, there is always the risk of 
toxic effects which are not, of course, negli- 
gible. 

To be acceptable in the treatment of enter- 
itis a drug should act rapidly, be effective in 
small dosage, not have to be given too often 
during the 24-hours and, if possible, not only 
be relatively free from side effects but should 
also not have the properties of producing resis- 
tant strains of pathogens in the stools. 


Furoxone had been made available for the 
treatment of diarrhoea and there was evidence 
to show that it was bactericidal, had almost 
no side effects and that resistance was not 
developed by organisms in the stool. 

The anti-microbial activity of ‘Furoxone’ 
has been studied by Yurchenco et al and 
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Rogers et al.2 They reported that it was an 
effective bactericidal agent against the common 
enteric pathogens including salmonella and 
shigella, B. coli, B. aerogenes, B. alkaligenes 
and Streptococcus aureus. \t has been used 
in veterinary medicine since 1952, but only 
recently has it been introduced into clinical 
practice. Ponce de Leon! used the drug in chil- 
dren suffering from acute bacterial disease and 
reported excellent results in 25 of 30 cases. 
The drug was well tolerated and there were 
no undesirable effects. Rowell e¢ al.4 subjected 
the drug to a clinical trial with adequate 
laboratory facilities and reported that 56 
patients treated were rapidly restored to not- 
mal. 71 cases of acute diarrhoea occurring on 
board a ship at sea on voyages to the Far East 
and back to the U.K. have been treated with 
‘Furoxone’ and the results of this trial are 
reported. 


METHODS 


‘Furoxone’ was available in 2 forms: tablets 
containing 100 mg. of the drug, and a liquid 
form which contained no other anti-diarrhoeic 
constituents. Adult patients were given 100 
mg. 4 times a day in the 24 hours. Chil- 
dren of 5 years or more received 50 mg. 4 
times in the 24 hours. The suggested dose for 
infants was 2.5 mg. per lb. of body weight 
in 4 divided doses in the 24 hours. 

All the patients who sought treatment were 
seen in the acute stages of the disease. No 
other form of therapy was prescribed, but the 
patients were instructed to take adequate 
quantities of fluids and not to eat for 12-18 
hours. Special record cards were kept for 
each patient and information on diet, abdomi- 
nal pain, abdominal tenderness, nausea, vomit- 
ing and the number of stools passed per day 
were recorded and used in the asssessment of 
the patient's progress. 

The results of therapy in acute enteritis 
are readily assessed. In this trial the results 
were evaluated on: 

(a) The clinical condition of the patient; 

(4) The number of stools passed in the first 24 
hours; 

(c) The number of stools passed on the 3rd day 
of treatment; and 

(d) The number of days on treatment needed to 
obtain a clinical cure. 

Where possible, a follow-up was made on 
the clinical state of the patients treated. 
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RESULTS 


Table 1 presents the results obtained in the 
71 patients investigated. The ages of the 
patients varied from 1} years to 54 years with 
an average of 303 years. A considerable 
number of patients was Asiatic, but the res- 
ponse to treatment was independent of racial 
origin. Only 3 patients failed to respond 
within 5 days to treatment, whereas 68 were 
clinically cured within 3 days. Within the 
first 24 hours of therapy most of the patients 
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In the present series, of the 71 patients 
treated, 68 were completely cured within 3 
days and it is the writer’s impression that this 
is a most satisfactory result in a group of 
patients where, even though the bacteriology 
of the stools was unknown, a guess could be 
hazarded that pathogens were probably often 
present and were successfully inhibited by 
“Furoxone.’ 

A clinical trial of this nature is open to 
criticism because the bacteriology of the stools 
of the patients had not been investigated. In 


TABLE 1: THE EFFECT OF ‘FUROXONE’ (FURAZOLIDONE) IN 71 PATIENTS SUFFERING FROM DIARRHOEA 


No. of Stools 


No. of Stools 
1st day 3rd 


Clinical Cure 
day Days 


No. of patients 
Mini-- Maxi- Aver- 


Mun age mum 


Mini- Maxi- Aver- 
mum 


Patients not Cured 
Mini- Maxi- Aver- 


age | mum mum age 


71 3 16 6:3 0 


1-1 2 3 


felt very much better and by the end of the 
second day were eating and drinking, although 
the number of stools may still have been 
above the normal. 

The course of treatment was 400 mg. a day 
for 3 days. If after 3. days the condition still 
persisted, it was suggested that an alternative 
form of treatment should be prescribed. In 
only 3 patients was this necessary, one of 
whom had dengue fever and was sent to 
hospital. 

Side Effects, The side effects of ‘ Furoxone’ 
have been described as nausea, vomiting and 
headache. Since these are usually present in 
acute gastro-enteritis and may be due to 
toxaemia, it is very difficult to assess the inci- 
dence of side effects. As a rule, the majority 
of patients were symptom-free within 48 hours 
of treatment and then side effects were nil to 
negligible. The urine is often coloured yellow, 
as ‘Furoxone’ is rapidly excreted, but apart 
from telling patients about it, this is of no 
consequence. 


DISCUSSION 


The assessment of the value of an anti-bacterial 
agent in the treatment of gastro-enteritis is 
often difficult since many patients may be 
cured within 4 or 5 days without any specific 
or, indeed, any form of treatment. Never- 
theless, it is common experience that anti- 
diarrhoea treatment will shorten the attack 
in most patients and will certainly enhance 
their morale and comfort. 


general practice the doctor does not often send 
stools for laboratory examination unless an 
epidemic is present in his district. He 
usually has to treat his cases of diarrhoea with- 
out recourse to previous scientific investiga- 
tion. In this trial this is what I have done 
and it is my clinical impression, in relation 
to my experience with antibiotics and the 
sulpha drugs, that ‘Furoxone’ is a valuable 
form of treatment for gastro-enteritis and is 
singularly free from side effects. It is accept- 
able to patients from the point of view of 
convenience and ease of administration. 


SUMMARY 


1. Seventy-one patients suffering from 
gastro-enteritis have been subjected to a clini- 
cal trial with Furazolidone (‘ Furoxone’) in a 
ship at sea. 

2. Sixty-eight responded successfully to 
treatment within 3—5 days of starting therapy. 

3. It is suggested that ‘Furoxone’ is a valu- 
able drug for the treatment of gastro-enteritis 
and deserves further trial. 

I wish to thank Smith Kline and French Laboratories 


Ltd. for a generous supply of ‘ Furoxone’ and the 
record cards for the evaluation of results. 
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APERT’S SYNDROME 


REPORT OF A CASE 


WALTER KLUGE, M.B., CH.B. 
Alexandra Institution, Maitland, C.P. 


Acrocephalosyndactyly (or Apert’s syndrome) 
is a relatively rare condition. Among the 826 
mentally retarded inmates at present at the 
Alexandra Institution, there is only one such 
case, the only one, as far as the writer is aware, 
since the Institution was opened in 1921 for 
the certifiable mentally retarded. 

Recently Jones,! describing 2 cases, states 
that Sirkin in 1944 found only 5 cases in the 
American literature, but that since then several 
new cases have been reported. He also states 
that Weech described a case of a mother and 
her daughter who were afflicted with the same 
deformity and that Mohr recorded a family 
in which the father and 5 of his 9 children 
were affected. 

Tredgold? and Hilliard and Kirman? in their 
respective excellent textbooks on mental 
deficiency (to which the interested reader 
is referred for more detailed information on 
this condition) in their descriptions of 
acrocephalosyndactyly mention one or several 
cases under their care. 

This does not complete the list of known 
cases. 

Owing to its rare occurrence and special 
interest one feels that the case of acrocephalo- 
syndactyly at the Alexandra Institution 
warrants recording in a medical journal. 

B. R., male European, born on 16 April 
1951, was admitted to the Alexandra Institu- 
tion as a certified mentally defective patient 
on 21 May 1951. 

His parents are highly respectable, and 
physically and mentally very sound people. The 
father, a pensioner, is now 64, and the mother 
is 52 years old. They genuinely love their 
child and visit it frequently. 

They gave the following history of B's case: 

The mother was pregnant 3 times. The 
second pregnancy terminated in a miscarriage 
at 3 months. She attributes it to the strain 
produced by shifting heavy furniture about at 
the time. B is the youngest of the 2 living 
children. The other child, a boy of 11 years, 
was born by caesarean section because the 
mother’s pelvis was contracted. He is per- 
fectly normal in all respects, physically and 
mentally, is rather clever and always top of 
his class. 


The parents are in no way related to each 
other. There is no history of any known men- 
tal abnormality in the father’s or the mother’s 
family. Both the parents always enjoyed ex- 
cellent health, with the exception of the 
mother, who was not ‘100% ’ during her preg- 
nancy with B. She was very depressed and 
irritable. During this pregnancy there was not 
even the slightest trace of any virus disease, 
e.g. German measles, etc. She had no accidents, 
no severe deprivations of any kind or any 
profound grief. She states that the child ‘was 
apparently lying wrongly’ and ‘had to be 
turned by the doctor every month’. 

B was also born by caesarean section. The 
operation took place 16 days before the ex- 
pected date of birth. The mother was 44 and 
the father 56 years old when B was born. The 
father saw the baby immediately after birth, 
even before it had been washed, and already 
then the head had been ‘horribly’ deformed. 
‘I was terribly upset, I had never seen anything 
like it.’ The doctor in attendance did not 
expect the child to live. It weighed 9 lb. at 
birth. 

The baby was admitted to the Alexandra 
Institution when it was 35 days old. Its state 
of nourishment was described as fair, its weight 
was 8 lb. 8 oz., its height was 1 foot 8 inches 
and it was running a slight temperature 
(99.2° F.). It was found to have syndactyly ot 
its hands and feet, also what was described as 
hydrocephalus. The anterior fontanelle was 
much enlarged. Physically nothing else was 
found wrong with the baby on admission. 
It was too young for an expression of an 
opinion about its mental condition. 

A note in his case sheet dated May 19952, i.e. 
when he was a little more than one year old, 
reads as follows : 


“He has grown much during the year and he 
weighs 232 lb. He is fed with a spoon now. He 
has one tooth, is a friendly baby and is able to 
recognize certain people in the ward. He can grasp 
things handed to him. He can sit up on his own 
if placed in a sitting position. His head gives the 
impression of having been squashed antero- 


posteriorly, the occiput being completely flat. The 
frontal protuberances bulge slightly, but the vertex 
is not pointed. He has a syndactyly of his hands 
and feet. His mental age appears to be that of a 
baby of 7 months.’ 
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‘LIPOSTABIL!’ is a new Nicholas Ethical Speciality, designed 
for use in the treatment of atherosclerosis, by correcting 


not only cholesterol levels but also other disturbances of lipid 


and lipoprotein metabolism. 


‘LIPOSTABIL’ has been demon- 
strated to bring about— 


1. Decrease of abnormally high 
cholesterol levels. 

2. Normalisation of the propor- 
tions of cholesterol to phos- 
pholipids. 

3. Increased dispersion of 
serum colloids. 

4. Increase of lipolytic power 
of the blood. 

5. Normalisation of the tipo- 
protein fractions. 


It is appreciated that it is not yet 
practicable to state with certainty 
that the administration of ‘LIPO- 
STABIL’ will be totally effective 
against atherosclerosis, but the 
evidence for the normalising of 
serum lipids is so strong that the 
treatment is warranted. In our 
present state of knowledge the 
correction of such abnormalities 
offers the most promising avenue 
of treatment. 
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His general health was described as very 
good. Dr. Welsh, under whose care he then 
was, diagnosed his condition as acrocephaly 
with syndactyly, with questionable defective 
mental development. 

During the following year there was still 
much evidence of delayed developmental data 
or milestones. He had not made the slight- 
est attempt at walking, could only crawl 
and could not say any words. During his third 
year of life there was quite a lot of improve- 


ment in his condition. He could walk by him- 
self in spite of the handicap of his syndactyly; 
he was able to say a few words; he was bright 
and most responsive to attention and much 
interested in his surroundings. He loved toys 
and played with them fairly intelligently. He 
had grown very big and fat. 

After his condition had been discussed at 
a routine conference held by the medical staff 
of the Institution and its psychologist, the diag- 
nosis was changed to hypertelorism. We know 
now that this diagnosis is wrong, and that 
there does not exist the slightest doubt that 
the original diagnosis of acrocephaly with syn- 
dactyly made by Dr. Welsh or acrocephalo- 
syndactyly (Apert’s syndrome) as it is generally 
known, is correct. 

During the course of the following years 
there was a steady further improvement in the 
child’s mental and general physical condition. 
He is now 8 years old and*his present state 
is as follows: 

His weight is 64 lb. 2 oz. (normal average, 
544 lb), his height is 49 imches (normal 
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average, 48 inches). His body is well covered 
and he enjoys very good general health. 

Of the usual childhood diseases, he has had 
only measles and in addition a few minor ill- 
nesses. 

The very striking physical characteristics of 
his affliction are confined to his head, face, 
hands and feet (Fig. 1). The rest of his body 
is beautifully and proportionately formed, and 
actually is almost athletically developed with 
a chest circumference of 27 inches (normal 
average, 245 inches). Nothing abnormal could 
be found apart from a rudimentary cleft palate 
and undescended testes. 


His head and face are abnormally large for 
his body, but this deformity is quite distinctive 
from that of hydrocephalus. As so aptly ex- 
pressed by Dr. Welsh, his head and face give 
the impression of having been taken antero- 
posteriorly between one’s hands and forcibly 
squeezed together or squashed, so that the head 
and face are very much flattened out and 
broadened, the expansion of the face and skull 
being particularly upwards and bilaterally but 
not so much downwards. The result is that 
the region of the face below the nose is com- 
paratively small. The frontal and occipital 
regions of the skull have much approached 
each other and tend to be parallel. 


The occiput is virtually non-existent and 
feels almost as flat as a board. The top of the 
skull is not pointed, but rounded like a skull- 
cap. The circumference of his head is 20} 
inches (normal average, 203 inches at 7 years), 
its antero-posterior diameter is 151 mm, 
bilateral diameter 142 mm., and its cephalic 
index, therefore, is 94 (hyperbrachycephalic). 


~— 
i 
fe 
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His scalp is covered with thick coarse hair 
with one crown in front, another at the back 
of the scalp. The ears are or appear to be 
inserted low down on the sides of the face. 
His forehead bulges in the middle. The hair 
of his eye-brows is scanty. The eyes protrude 
very slightly and the intercuruncular distance 
is abnormally great, hyperteloric (45 mm., nor- 
mally 30 mm. in a child of 9 years)* The 
palpebral fissures slope outwards and down- 
wards (an ‘anti-Mongolian’ slant).> There is 
a slight squint; and occasional nystagmus 
when he looks up and sideways. His nose is 
small and beak-like; his mouth is small and 


usually gaping; his hard palate is narrow, high 
with a clearly visible rudimentary cleft palate. 
His teeth are good, but overlap each other in 
front; his chin is comparatively small. His 
hands and feet are badly deformed, fingers and 
toes being either fused or webbed to each 
other. 

He can walk and run about as freely and 
well as any normal child in spite of the marked 
deformity of his feet. He feeds himself; he is 
clean and tidy in his person; he can undress 
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himself and with his so badly deformed little 
hands, one is amazed to see how very skilfully 
he unbuttons his clothes without the slightest 
effort; he reveals the same dexterity with his 
hands with anything else he does. He requires 
some assistance when he dresses himself. He 
is (like most of the children here) very friendly, 
pleasant, polite, obedient, and loved by every- 
one in the Institution. He obeys simple com- 
mands promptly, converses readily und knows 
all the common objects about. He attends the 
very elementary school where he is considered 
one of the brighter pupils. He is very anxious 
to learn, can recite little poems, and can copy 


letters of the alphabet quite well. His 1.Q. is 
about 50. 

The X-ray films of his skull are very instruc- 
tive and confirm much of what has already 
been said (Fig. 2), e.g. the elongated narrow 
skull with rounded, skull-cap top, the broad- 
ness of the facial part of the skull, the poor 
development of the air sinuses. The digital 
markings or copper-beaten appearance, so 
characteristic of acrocephalosyndactyly, are 
clearly seen, and, as Tredgold actually demon- 
strated at autopsy in such a case,’ is due to 
a series of shallow depressions of the internal 
plate caused by the thinning of the skull. The 
thinness of the skull is well shown. The X-ray 
films of the hands (Fig. 3) and feet (Fig. 4) 
reveal the marked bony deformities. The hands 
were operated on with some success, although 
there still exists fusion and webbing between 
certain fingers. ° 

His blood Wassermann reaction is negative. 

Urinalysis, including a test with 5% ferric 
chloride solution (for the presence of phenyl- 
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pyruvic acid) is normal. The examination of 
the blood yielded : 

Hb.: 65%; 

Red Cell Count: 4.3 millions per c.mm.,; 

White Cell Count: 5,700 per c.mm.; 
Differential leucocyte blood picture: 

Basophils: 0% (0.5%). 

Eosinophils : 

Juveniles: 0% (0%). 

Stab-cells: 4.78% (4%). 

Myelocytes: 0% (0%). 

Segmented Cells: 37.32% (639%). 

Lymphocytes: 53.42% (23%). 

Monocytes: 3.08% (6%). 

The normal average percentage is 
brackets. 

Nuclear-Shift Index = 

Myelocytes + Juveniles + Stab-Cells 


Segmented Cells 
0+0+ 478 


noted in 


37.32 
= 0.12 (normally 0.06 in an adult living 
in a temperate climate as in Central 
Europe). (5) 
Average Diameter of red cells = 7.4 microns. 


DISCUSSION 


Acrocephalosyndactyly is a rare affliction and, 
as far as the writer is aware, it has not yet 
been recorded in this country. 

We know nothing about its cause. It is 
definitely a congenital condition. Some say 
that it is due to defective germ plasm; some 
instances indicate that heredity plays a part, 
but in other cases one cannot find the slightest 
clue with regard to its aetiology. Careful bio- 
chemical investigations may bring us nearer to 
a solution. It is also possible that exogenous 
factors during pregnancy play a part in its 
production. 

In the case described here, the carefully taken 
history throws no light on the aetiology. The 
mother’s age of 44, i.e. near the menopause, 
has scarcely any bearing on it. The mothers in 
Jones’s 2 cases' were only 19 and 30 years old 
respectively. There is mo reason that the 
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‘wrong lie’ the mother speaks about can be 
considered a causal factor. 

Although the various developmental stages 
were much delayed during his first few years 
of life, since his third year he has been making 
striking progress in all respects and, in the 
opinion of our psychologist, has advanced 
intellectually far enough to be tried and given 
a chance at a not so elementary school outside 
the Institution. It is generally agreed that the 
mental defect in acrocephalosyndactyly is sel- 
dom gross, and that these patients usually 
respond well to training.* 


SUMMARY 


A case of acrocephalosyndactyly (Apert’s syn- 
drome) is described. 


OPSOMMING 


In die voorgaande artikel word ‘n geval van 
akrokefalosindaktalia (Apert se sindroom) beskryf. 


I must thank Dr. Pienaar, Commissioner for Mental 
Hygiene, and Dr. Cohen, Physician Superintendent 
of the Alexandra Institution, for permission to sub- 
mit this article for publication. 

I am deeply indebted to my colleagues Drs. Welsh 
and Terblanche, for their excellent notes on the 
patient’s case sheet, and to Dr. Smith, psychologist, 
for valuable information. 

I am very grateful to Mrs. Hueton, radiographer, 
Rondebosch and Mowbray Cottage Hospital, for the 
excellent X-ray films and to Mr. Swanepoel, Charge 
Nurse, for the photographs. 


REFERENCES 
i; = B. E. (1958): Ames. J. Ment. Def., 63, 
39 


. Tredgold, A. F. (1952): A Textbook of Mental 
Deficiency (Amentia), 8th ed., pp. 238-239. 
London: Bailliére, Tindall and Cox. 

3. Hilliard, L. T. and Kirman, Brian H. (1957): 
Mental Deficiency, pp. 366-371. London: J. & 
A. Churchill Ltd. 

4. Fr. Leriche, quoted from Tramer M. (1949): 

Lehrbuch der Allgemeinen Kinderpsychiatrie, 

3rd ed., p. 379. Basle: Benno Schwabe & Co. 


erlag. 

5. Schilling, Viktor (1952): Praktische Blutlehre, 
15th ed. p. 41. Jena: Verlag von Gustav 
Fischer. 


N 


RINGWORM (TINEA) INFECTIONS IN THE TRANSVAAL 


G. H. Finpiay, M.D. 
Section of Dermatology, Department of Medicine, University of Pretoria 


Ringworm varies a great deal from place to 
place, and even a few hundred miles away ring- 
worm cases may have a different character. 
There is reason to suppose that this is also true 
in South Africa, though it is still regrettably a 


matter of hearsay. Moreover, the pattern may 
alter in the same place over a few years. For 
these reasons I am setting out here some clini- 
cal and mycological features of tinea infections 
seen consecutively in Pretoria over the period 
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1955-1958 inclusive. The record is admittedly 
imperfect, but it may serve for comparison 
with primarily clinical data from other areas. 
The cases of tinea were distributed between 
tinea capitis (1.3%), tinea cruris (0.3%), tinea 
corporis (0.25%) and tinea pedis (0.75%), 
making 125 cases altogether, the percentage 
representing an approximate proportion of 
the total number of White skin patients seen 
in consultation by me over the same period. 
Fortunately, fungous infections in the Trans- 
vaal have never really been a serious problem, 
in the sense that the incidence was ever ab- 
normally high, the disability severe, the site of 
infection ar’kward or species of fungus particu- 
larly tenacious. Tinea of the nails, e.g. was not 
seen during the period of study, and ringworm 
of the beard but once. Trichophyton rubrum 
nail infection and severe trichophytic granu- 
lomas of the beard have been observed here, 
but they are not endemic and were not seen in 
the period surveyed. With the discovery and 
recent marketing of griseofulvin, the burden 
of treatment promises to become much lighter, 
though, as always happens, other problems are 
thereby likely to be uncovered. Particularly, 
the eczematous and non-fungal character of 
many foot and groin eruptions is likely to be- 
come apparent, as well as possibly a sharper 
separation between saprophytic and pathogenic 
fungi, such as affect the nails for instance. 


TINEA CAPITIS (63 CASES) 


(a) Proven and Presumed Cases of Micro- 
sporum canis Infection (57 Cases). The sex 
incidence was about equal. By graphing the 
age incidence, some unexpected features be- 
came apparent (Fig.1). Firstly, the disease is 


NUMBER OF CASES 


AGE IN YEARS 


Fig. 1. Curve representing approximate frequency 
of Microsporum canis infection in 57 consecutive cases 
according to age. 


not one of school-going age alone, but affects 
mainly the pre-school child with a maximum 
incidence at the age of 5; secondly, the insus- 
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ceptibility of the adult to infection is repre- 
sented by the end of the curve which starts 
declining after the age of 5 and approaches 
zero incidence during adolescence. It does not 
drop suddenly in adolescence, as has been sup- 
posed. 

In two thirds of the cases M. canis was 
isolated. In two thirds of the cases also there 
was an ostensible animal source of the infec- 
tion equally divided between pet dogs and cats. 
When the source lay outside the child’s home, 
the responsible animal was more commonly a 
cat. Judging from the histories, there were 
several cases of spread to other children in a 
household, away from the animal source, after 
the infection had been brought home by one 
child. School sources were implicated 3 times 
(once a Sunday school), but a proposed in- 
vestigation of the schools excited little interest 
with some of the authorities. In all these in- 
stances of apparent child-to-child transmission 
in the home or school, M. canis was recovered. 

In those cases presumed to be due to M. 
canis infection without proof by culture, the 
patients were classified here because of a 
fluorescent microsporon type of hair invasion, 
the history of an animal source and a clinical 
course like that in the proven cases. In some 
cultures where the fungus was isolated late in 
the disease, typical M. canis colonies and clini- 
cal findings otherwise closely comparable were 
seen, without macroconidia developing in the 
growth. Some strains then produced macro- 
conidia on rice medium, but in others where 
this was not done, the balance of evidence 
seemed to favour the occurrence of a pleomor- 
phic M. canis strain im vivo rather than the 
isolation of an identically pigmented M. 
audouini. 

Cases where no animal or human source was 
known occasionally gave a history of local 
trauma. Buffeting the animals with the head 
served to combine the factors of contact and 
trauma, but ringworm was noted at the site of 
a fall on the scalp, after bruising the head on a 
bird cage, and from the scratch of a rake on the 
head. In one girl of 44, the ringworm was 
ascribed to taking a home perm. 

Fluorescence under Wood’s light was tested 
in all cases, and about a fifth of them showed 
none. Two causes for this were found: one 
was a type of case seen late in the disease with 
an alopecia areata-like picture and positive cul- 
tures; the other was due to suppurative change 
(kerion). Quenching of fluorescence with local 
applications was not a cause of absent fluores- 
cence in the present series. 
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Most of the scalp ringworm infections were 
acquired in or around Pretoria, but a few 
cases seen from other parts of the Transvaal 
and the Orange Free State were identical. Most 
cases were seen within the first 3 months of 
the ailment and, in cases which did not develop 
suppuration, cure took 4-8 months altogether. 
Towards the end of the second month of the 
ringworm infection about a quarter of the 
cases developed suppurative changes varying 
from folliculitis and crusting to frank kerion 
with swollen regional glands. Cure was then 
evident within a few weeks. This delayed 
type of suppuration in M. canis infection con- 
trasts with the primary kerion in M. gypseum 
cases. 

Treatment. It seems that griseofulvin 
(0.5 to 1 g. daily by mouth for a few weeks) 
has almost overnight made scalp ringworm 
tractable, and X-ray epilation a thing of the past. 
In South Africa the use of X-ray epilation has 
often depended on the availability of a trouble- 
free radiotherapeutic service, though its ad- 
visability in a self-limiting condition was 
always debatable. In the past I have advised 
X-ray epilation only in those cases of non- 
suppurative M. canis infection who, under con- 
servative treatment, showed a sudden starry 
fluorescence all over the scalp. The adequacy 
of this indication may even be questioned. If 
the ringworm is not suppurative, and whether 
griseofulvin is used or not, a cheap and simple 
measure is local epilation of the scalp with a 
commercial barium sulphide paste (e.g. Veet). 
It is easier to take off areas of scalp hair from 
a child in this way once a week than to try 
cutting or shaving. The paste is applied on 
and around the patch for about 5 minutes, 
and the infected hair, paste and all, is wiped 
off with gauze. When the area is clean a 
fungicidal paint (e.g. dilute iodine) can be 
applied. This routine should probably be 
advised in any case to limit the transmission 
of infection when griseofulvin is being given. 
Since the suppurative case does well in any 
event, local antiseptic treatment may be all that 
is necessary. 

There has always been the possibility, with 
otherwise successful X-ray epilation in young 
children, of obscure damage to the skin and the 
brain. Electroencephalographic changes after 


epilation are now well attested, and recently I 
have treated a proven basal cell epithelioma in 
the hairy scalp of a lady who was successfully 
epilated in London at the age of 4 in 1910. 
This tumour was situated in the hair on the 
vertex in the midline, at the site of what may 
have been the centre of the field treated. It 
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seemed to me that a coincidence was rather 
unlikely, since rodent ulcers are most unusual 
in this situation. 

(b) Trichophyton violaceum Infection (A 
Cases). Doubtfully fluorescing infection of 
the scalp due to T. violaceum was seen in 4 
children, 2 of whom are alleged to have ac- 
quired it from a calf. In the other 2 the con- 
dition had been present for over a year, which 
distinguished it at once from the M. camis 
group. In some of the South African coastal 
towns it seems that T. violaceum infection is 
more prevalent, judging from verbal reports. 

Epilation with X-ray was advised for cases 
in this group, but griseofulvin would be pre- 
ferable today. 

(c) Microsporum gypseum Infection (2 
Cases). Two 4-year old children with immedi- 
ately developing kerion caused by M. gypseum 
were seen. There was no fluorescence. These 
types of kerion, which occurred within 10 days 
of the onset, were obviously different from the 
delayed kerion of M. canis as described above. 

(d) Favus. No White cases have been seen. 
At the Pretoria General Hospital one Coloured 
sufferer from favus was seen recently, a 14-year- 
old girl who had picked up the infection 3 
years before in Port Nolloth. The picture was 
that of witkop, with a matted, beige-coloured, 
outer layer smelling of mice and which, on 
removal, revealed typical yellow-white scutula 
against the scalp underneath. 

(e) The Bantu. M. canis scalp ringworm has 
been seen by us in the Bantu, but is less com- 
mon than in the Whites. Bantu children are 
prone to an impetigo of the scalp which is 
often called ringworm in error, but its rapid 
spread with oozing and crusting, and no im- 
mediate hair loss (barring temporary or later 
cicatricial alopecia) help to differentiate it. 
Head lice do not seem to contribute to the 
start of impetigo, but the custom of shaving 
the scalp does. 


TINEA BARBAE (1 CASE) 


A kerionic tinea of the beard due to Tricho- 
phyton mentagrophytes was seen in a 36-year- 
old man who had been infected by a vervet 
monkey. This monkey successively infected 3 
other families while it was passed on from one 
to the next like a counterfeit coin. In one of 
the children belonging to the 4th family, who 
was later seen at hospital by me, a confluent, 
scaling, erythrodermic tinea corporis had re- 
sulted. The child’s mother felt too sorry to 
destroy the pet, and ‘ preferred to give it away 
to Hollanders’. We have heard nothing of it 
since. 
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TINEA CORPORIS (12 CASES) 


Patients in this group were mostly children 
with dog or cat M. canis infection. The con- 
dition was transient, and was often present in 
the tinea capitis cases too, which are not 
counted here a second time. Sometimes a 
parent acquired a transient tinea corporis. The 
patches were often dry and pale, eczematized, 
or burnt by local applications. Punctate green 
fluorescence could often be detected in the 
lanugo hairs. 


Generalized severe T. mentagrophytes infec- 
tion was also brought to our notice a few years 
ago by Dr. R. Kooij in a patient seen by us in 
Pretoria with Cushing’s disease. This case, like 
the similar one mentioned under tinea barbae 
above, was not included in the survey period 
but deserves mention here. Before Dr. Kooij 
suggested that fungi should be sought, I had 
diagnosed the condition wrongly as a case of 
Kyrle’s disease. In.the European and American 
cases of Cushing's disease with generalized fun- 
gous infection, Trichophyton rubrum has been 
more commonly isolated. 

Three problematic adult cases of body ring- 
worm were seen, all with strongly positive 
scrapings for fungi, in which the cultures gave 
some difficulty. One was a 47-year-old woman 
with a rapidly spreading, unilateral, submam- 
mary lesion like a tinea cruris. Another was a 
young man with an extensive plaque over one 
shoulder and the last had an ‘eczematide 
migratrice’ type of lesion on the shin. The 
last 2 roused suspicions of tuberculoid leprosy 
to the point even of having somewhat vacuo- 
lated histiocytes in the underlying granulomas 
at the edge of the lesion. They responded 
poorly to simple antifungal measures. The 
cultures in the first 2 cases gave no growth and 
in the last a possible pleomorphic Trichophy- 
ton mentagrophytes was recovered. 


TINEA Cruris (14 CASEs) 


In this group moniliasis and erythrasma are 
excluded. 

Normally one sees rather few cases of tinea 
cruris in consultation, but it appears to be an 
exclusively postpubertal condition affecting 
particularly men in their early twenties. Evi- 
dence was gathered of spread in one household 
and in one boys’ high school boarding house. 
In these instances the common laundering of 
clothes or the wearing of borrowed clothing 
(underpants, bathing trunks) were apparently 
responsible for the spread of infection. Many 
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patients describe the chafing from rough, dirty 
or tight underpants, battledress, etc. as having 
precipitated the condition. Occasionally tinea 
corporis or pedis was seen in association. 

In the first few weeks of an attack scrapings 
for fungus were positive, but after the second 
month, when healing, irritation, sepsis or 
eczematization had supervened, the results 
tended to be negative. All the cases showing 
no secondary dermatitis responded well to 
treatment, and in these a modified Castellani 
paint (virtually a phenol and resorcin formula 
from which the unaesthetic basic fuchsin dye 
had been left out) was frequently prescribed. 
In some patients, regardless of treatment a per- 
sistent tender redness or marked itching was 
seen to follow in the wake of the fungous in- 
fection, suggesting that an intertriginous sebo- 
rrhoeic dermatitis had been provoked. 


In most cases cultures were attempted but 
the slants were vexingly either sterile or con- 
taminated by non-pathogens. In a case re- 
cently seen of tinea cruris in a woman (a rare 
occurrence), Trichophyton mentagrophytes was 
grown. 


TINEA PeEpDIsS (35 CASES) 


The diagnosis of tinea pedis was based almost 
entirely on scrapings which were positive for 
fungus filaments (excluding mosaic fungus). A 
large number of cultures failed to grow, and 
the only successful ones yielded a typical or 
a pleomorphic Trichophyton mentagrophytes. 
Men comprised almost 90% of the cases, with 
a maximum age incidence in the 20-25 year 
period, the same as for tinea cruris. The con- 
dition was not seen before puberty, but the 
upper age limit extended up to the early 60s, 
due largely to persistent summer relapses over 
many years. This contrasts with tinea cruris, 
where relapses are far fewer, and my oldest 
male patient was 42. 

Clinically the features of tinea pedis were 
not unusual, comprising small grouped blisters 
on the sole, toes and sides of the feet, often 
confluent, and associated with keratotic scal- 
ing, interdigital bursts and desquamation, often 
unilateral, and liable to sepsis, persistent ten- 
derness and eczematous change. Subsequent 
ide eruptions on the fingers occurred 2-8 
weeks after the onset of the foot trouble and 
were various in pattern—mild digital blister- 
ing, keratolysis exfoliativa, dysidrotic and 
bullous ides and centropalmar or thenar- 
hypothenar palmar ides. An apparently pri- 
mary pustulation was sometimes seen in the 
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D&G SURGILAR 


Sterile Pack Surgical Catgut 
Standard Lengths Atraumatic* Needles 


NO BROKEN GLASS 


No nicked sutures . . . . no adhering glass slivers . . . . no 
punctured gloves ... one snip of the scissors and suture is ready 
for use. 
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Eliminates weak spots and kinks from tight reel winding ... . 
requires less handling . . . . needle points and cutting edges are 
better protected. 
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DOSAGE: 


CHOLEDYL can be 
used continuously. 
The average adult 
dosage: One 200 mg. 
tablet q.i.d. with meals 
and at bedtime. 
Optimal results should 
not be expected before 
two weeks. 


SUPPLIED: 


CHOLEDYL tablets 
200 mg. bottles of 100 
and 500. 
CHOLEDYL tablets 
100 mg. bottles of 100 
and 500. 


emphysema 


chronic bronchitis 


AIK 


but no breath 
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a major advance in oral Xanthine Therapy 


CHOLEDYL 


In emphysema, chronic bronchitis and other pulmonary disorders, 
Choledyl relieves bronchospasm, directly stimulates the respiratory 
centre, increases vital capacity. After two weeks on Choledyl, patients 
usually display a marked reduction in wheezing and coughing... 
breathing becomes easier. Weil-tolerated, highly soluble Choledyl 


gives long-term protection—with virtually no gastrointestinal irritation. 


To control the symptoms of emphysema in chronic 
bronchitis and the pulmonary disorders, CHOLEDYL 
provides: 

%& High Theophylline Blood Levels. 

%* Minimal gastric irritation. 

%* Ideal treatment for long-term use. 


CHOLEDYL 


(Choline Theophyllinate, Brand of Oxtripbylline) 
IMPROVES BREATHING . . . FORESTALLS THE CRISIS 


: 
YY E TH 
yy 
1698-E-UP 
> 


3 October 1959 


foot lesions, particularly after the second 
month. 

Injuries during river and sea bathing were 
sometimes blamed as precipitating causes of 
tinea pedis, as well as the more usual contact 
with shower-room floors, which seemed to be 
responsible in a boys’ high school boarding 
house outbreak. 

Treatment in the case uncomplicated by 
sepsis was carried’ out by removal of scale and 
blister roofs, either mechanically or by salicyclic 
acid, 10% in 70% alcohol, followed either by 
Castellani’s paint or a paint with 1-3% chrysa- 
robin and 10% liquor picis carbonis resemb- 
ling the celebrated Arning’s Tincture. 
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SUMMARY 


One hundred and twenty-five consecutive cases 
of dermatophyte infection in White patients 
from the Transvaal are reported. 

Features of the age and sex incidence, the 
commoner fungous pathogens, epidemiological, 
clinical and therapeutic findings are discussed. 


OPSOMMING 


Verslag word gedoen oor 125 agtereenvolgende gevalle 
- dematofiet-infeksie by blanke pasiénte in Trans- 
vaal. 

Kenmerke van die ouderdoms en geslagsvoorkoms, 
die meer algemene swampatogene, en die epidemio- 
logiese, kliniese en terapeutise bevindings word 
bespreek. 


A CASE OF SUBACUTE PROGRESSIVE ENCEPHALITIS 
WITH COMMENTS ON THE NATURE OF THE REPETITIVE COMPLEXES 


M. K. WRIGHT, M.Sc., M.B., B.CH. 
Johannesburg 


A case of subacute progressive encephalitis is 
described. As far as it is known, this is the 
first case of this condition to be reported from 
South Africa. It also seems appropriate to 
compare the typical complex potential that 
occurs in EEG records of such patients with 
similar potentials recorded during light sleep 
in normal individuals (the ‘K’ complex), with 
complexes sometimes accompanying the jerks 
of myoclonic epilepsy and with complexes 
recorded in the EEG of some patients with 
known organic damage to the midbrain. 


CASE DESCRIPTION 


Clinical History. The patient was a male child 
of 4 years admitted to the Transvaal Memorial 
Hospital for Children with a prior history of 
myoclonic jerking for the preceding 5 weeks. 
Myoclonus started suddenly and for the first 2 
days the left side was especially affected, while 
the jerks occurred at intervals of about 10-15 
seconds; later all 4 limbs, the neck and the 
back (but not the face, though there was oc- 
casional difficulty in chewing and swallowing) 
were affected whilst the jerks became more 
frequent, occurring about once every 5 seconds. 
At first speech was not involved, but for 2 
weeks before admission the child had become 
progressively more silent so that he hardly 
spoke at all on admission. Likewise walking 
was possible at first, but at the time of admis- 
sion the patient could neither walk nor sit up 
by himself. No oculogyric crises had been 
noted and there was no apparent depression of 


awareness. Myoclonus ceased during sleep but 
the child was tired from the persistent jerkings 
whilst awake. 

The patient was admitted on 29 November 
1954; on 4 December oculogyric crises were 
thought to be present and frequent petit mal- 
like lapses were noted, the clinical diagnosis 
at that time being paramyoclonus multiplex. 
By 22 January 1955 the pupils were dilated, 
equal and unresponsive to light; definite oculo- 
gyric crises were occurring; the face was mask- 
like; a coarse, slow (2-4 per second) tremor 
affected the wrists and was increased on move- 
ment; the arms and legs tended to assume the 
flexor attitude; deep reflexes were very brisk and 
equal on both sides, the abdominal and cremas- 
teric reflexes were absent; tone was generally 
decreased in the legs, while the plantar reflex 
on each side was extensor. The child died on 
20 February 1955. 

A month before the onset of myoclonus, the 
child had been frightened by ants crawling 
over his legs and thereafter he had frequent 
tactile paraesthesiae, brushing imaginary insects 
off himself, especially at night. There seems 
little doubt that paraesthesiae marked the onset 
of subacute progressive encephalitis in this 
child. 

The patient’s birth history and subsequent 
development were entirely normal. Apart 
from measles and one convulsion in infancy 
there were no previous illnesses, certainly none 
that might be considered as precipitating sub- 
acute progressive encephalitis. There was no 
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history of a similar condition in the family of 
either parent. 

The patient did not respond to any anti- 
convulsant, or to Largactil, or ACTH. Finally 
almost continuous sedation (and symptomatic 
treatment of its complications) was adopted. 

Clinical Pathology. Specimens of cerebro- 
spinal fluid and urine were repeatedly normal. 
The blood count likewise remained normal as 
did the blood proteins and inorganic ion con- 
stituents. Tests for liver function, of which 7 
different methods were used, consistently 
showed liver damage even before continuous 
sedation was instituted. Coxsackie virus was 
not isolated from the cerebrospinal fluid while 
complement fixation tests on the blood for the 
viruses of herpes simplex, lymphocytic chorio- 
meningitis, mumps, psittacosis, Rift valley 
fever, smallpox and vaccinia were all negative. 
The ESR was not raised. 

Radiology. Skull X-ray films were entirely 
normal and plates of the wrists showed no 
decalcification. 

Electroencephalography. Two records were 
taken during the first 3 weeks after admission. 
One was a waking record and the other was 
recorded while the child slept. Both records 
show the repetitive slow wave complexes (Fig. 
1), but myoclonic jerks, coincident with the 
EEG complexes, occurred only when the 
patient was awake. 

Each complex recorded in any one channel 
was generally similar to others occurring in 
that channel throughout the EEG. The wave- 
forms and amplitudes were not so similar 
from channel to channel in the record. Each 
complex consisted of bilaterally synchronous 
and symmetrical single high voltage slow 
waves, or brief sequences of 2-3 of such waves, 
each wave having a period of between 0.3 
and 0.6 second. The first slow wave of a 
sequence was usually of greater voltage than 
the others. The voltage of the complexes 
appeared to be greatest over the frontal and 
occipital regions, but this was probably an 
illusion created by using a common midline 
electrode over the nasion and one above the 
inion. The episodes did not block on eye 
opening. Complexes were repeated at inter- 
vals varying from 3 to 10 seconds though 
almost half the intervals were of about 5 
seconds duration, 75% of the intervals falling 
between 5 and 7 seconds and over 90% be- 
tween 4 and 8 seconds. No spikes or sharp 
components were seen. 

The record between complexes was of rela- 
tively low voltage and generally somewhat 
featureless. Some remnants of alpha rhythm 
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were seen in the waking record, but there 
was more 5-7 cps. theta rhythm, inter- 
spersed with many irregular potentials, distri- 
buted in the central and postcentral regions 
with an occasional encroachment over the 
frontal cortex. The theta rhythm blocked 
poorly on eye opening. The relative propor- 
tion of theta rhythm and of irregular low volt- 
age slow activity was distinctly in excess of 
that expected at the age of 43 years with signs 
of an alpha rhythm present. 

In the sleeping record a moderate amount 
of low voltage 18-20 cps. barbiturate fast 
rhythm was seen postcentrally, but its inci- 
dence was significantly less over the left 
parietal and temporal cortices compared with 
the homologous areas on the right. (In the 
waking record theta activity was somewhat 
more abundant over the left postcentral 
regions). Later in the sleeping record, 9-10 
cp.s. frontal sleep spindles occurred sym- 
metrically. 

Thus the record between complexes was not 
grossly abnormal though there was an indica- 
tion of patchy cortical and subcortical 
damage, more especially in the postcentral 
regions of the left hemisphere. 

On the basis of the foregoing findings, the 
conclusion to one of the EEG reports read as 
follows : 

“The EEG is virtually diagnostic of subacute 
encephalitis (as described by Drs. Hill and Cobb 
from the National Hospital, London). A_ better 
descriptive term might be subacute encephalopathy ’. 

Pathology. Pathological details were kindly 
supplied by Dr. Neville Proctor. 

“At the post-mortem there was nothing of note in 
the general examination except a quite well marked 
hypostatic congestion of the lungs. On opening the 
skull and dura the brain was abnormal in consis- 
tency. It was yellow, rubbery and some areas were 
firmer than others. I took out a piece for virus 
studies which has come back negative. I also took a 
piece for section. The spinal cord appeared normal ’. 

Later Dr. Proctor reported that the histo- 
logical appearance was that described by 
Greenfield in subacute progressive encephalitis 
and added that: 

“In the cases Greenfield described there were many 
very diffuse lesions involving cortex, midbrain, basal 
ganglia, spinal cord, etc.’. 


DISCUSSION 


The feature of the EEG in this condition that 

is emphasized here is the individual complex, 

— with an unusually long-term perio- 
icity. 

While the EEG record is probably diag- 
nostic, as Hill and Cobb? believe, it would 
seem that diagnostic specificity is not conferred 
by the wave form of the individual complexes 
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The advantages 
of Homogenisation 


2 Carnation Milk diluted to 
whole milk standard 


3 Cows’ Milk 


The photo-micrographs above (magnification x 560 reduced) show a direct 
comparison between the fat globule size and distribution in breast milk, Carnation 
Milk and cows’ milk. The homogenisation process given Carnation Milk breaks 
down the large globules of ordinary cows’ milk and distributes them evenly. 


The fat globules of ordinary cows’ 
milk average 5 microns. Carnation 
globules after homogenisation average 
1 micron, and this reduction in size 
increases the total number of fat 
globules by a minimum of 125 times. 
As only the total surface area of the 
globules has been increased and not 
the mass, the attraction between fat 
and serum exceeds gravitational force 
and a permanent emulsion is formed. 
Butterfat, therefore, cannot separate 
out. 
The advantages of homogenisa- 
tion when prescribing Carnation 
Milk are: 
1 Fat globule surface area available 
for enzymic action is increased as 
much as five times over that of 
ordinary milks. 
2 Complete digestion of the butter- 
fat is practically assured and the 
irritating effect of free fatty acids, so 
troublesome with ordinary milk, is 
eliminated. 
3 Miscibility of the fat in Carnation 
with: 

(a) Water during feed preparation 
and without subsequent fat 
separation. 

(b) The contents of the upper 
digestive tract. 

4 Reduction below full-cream value 


removes proportionately the import- 

ant nutrients carried by butterfat. 

These are the Vitamins A, E and K— 

the phospholipids and sterols of whole 

milk. Homogenisation renders a full- 

cream milk superior for all infant 

feeding. 

5 Feeding bottles are easily cleaned 

by even inexperienced mothers. The 

risk of bacteria entrapped in a fat film 

is eliminated. 

6 The adaptability of Carnation 

because of homogenisation permits 

the use of one simple milk for ALL 

infant feeding, with the exception of 

specific intolerances to milk solids 

other than whey proteins. 

Other attributes of Carnation 

Milk are: 

1 Safety, because of sterilisation after 
the Carnation cans are sealed. 

2 Hypo-allergenic properties. 

3 Uniformity due to standardisation 
of solids. 

4 Accuracy of measurement. 


“The Feeding of Infants’’—a book speci- 
ally prepared for doctors and Carnation 
feeding charts are available from: Medical 
Dept., Union Milk Products Ltd., P.O. 
Box 1274, Durban, South Africa. 


Carnation Milk “from contented cows”’ 


CM 1894 


3 Oktober 1959 


xx 
— 
\) 
arnatio! 
Cae 
@rnatuo" 
BRS 
] 


3 October 1959 


but rather by the relative regularity with which 
they recur, at intervals that are prolonged for 
EEG events, as well as by the arrhythmic and 
featureless nature of the record between com- 
plexes. It is contended that the range of wave 
form of the complexes is indistinguishable 
from that of ‘K’ complexes occurring especi- 
ally in response to auditory stimuli during 
light sleep, and also from the random cerebral 
potentials often recorded from patients suffer- 
ing from midbrain damage (usually post- 
traumatic in the broad sense) from other 
causes, who display degrees of the ‘ midbrain 
state’ described by Cairns.' In records from 
some patients afflicted with photically induced 
myoclonic jerks, similar complex wave forms 
are related to some or all of the jerks; these 
wave forms are not merely movement artefacts. 


It is all but certain that the complex 
potentials described in the latter conditions re- 
flect liminal and subliminal changes in the 
membrane potential of a very large number 
of cortical neurones. It is only slightly less 
likely that the changes in the cortical neurones 
are initiated by impulses originating in sub- 
cortical regions. It seems probable that, for 
each of the complexes enumerated in the pre- 
vious paragraph, the originating mechanism 
lies within the midbrain. It may be supposed, 
as a corollary, that during the phase of sub- 
acute progressive encephalitis in which the 
EEG contains a repetitive series of more or 
less similar wave forms the midbrain is fairly 
extensively, if not entirely, involved in the 
disease process. 

The evidence for the mesencephalic origin 


MEDICAL PROCEEDINGS MEDIESE BYDRAES 


435 


of the various complexes that is derived from 
records of patients with severe midbrain 
damage is the most direct, though it is not 
conclusive. In the case of ‘K’ complexes it 
seems significant that the latency between 
stimulus and the appearance of the complex 
on the EEG is prolonged (usually several 
seconds) and is of the same order as the time 
interval between repetitive complexes in sub- 
acute progressive encephalitis. The latency of 
the ‘K’ complex argues for an indirect and 
subcortical pathway for the relay of neuronal 
activity to the cortex after an auditory stimulus 
occurring during light sleep. On neuro- 
anatomical grounds the midbrain reticular for- 
mation is the most likely site for the greater 
part of the indirect pathway postulated. Simi- 
larly it is reasonable to conjecture that ‘K- 
like’ complexes occurring with photically 
evoked myoclonus result from stimulation of 
the midbrain tectum and reticular formation 
via the optic tract. Indeed, in very light sleep, 
‘K’ complexes are at times coincident with 
a type of myoclonic jerk, while similar jerks 
sometimes occur in patients afflicted with 
severe and at least partially irritating midbrain 
damage from various causes. Finally, the 
clinical presentation of patients, when awake, 
in all but the terminal phases of subacute pro- 
gressive encephalitis might be described as 
“status myoclonus, provided the latter term is 
not regarded as a nosological entity or related 
to any form of epilepsy of cortical origin. 
The complexes of subacute progressive 
encephalitis, ‘K ’ complexes and the complexes 
associated with severe midbrain damage are 


Fig. 1. Extract of the EEG of a case of subacute progressive encephalitis taken while the patient was 
awake. The first and third complexes have some accompanying movement artefact since each complex 
was associated with a myoclonic jerk affecting the axial musculature especially. 
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not associated with myoclonic jerks if the 
patient is asleep, but they may be coincident 
with jerks if the patient is ‘drowsy’ or if he 
is awake. Thus the depth of sleep influences 
the coincidence of EEG complex and myo- 
clonic jerk whether the person is diseased or 
merely near the borderland between sleep and 
wakeful awareness. As far as is known, none 
of the 3 types of complex is influenced by 
anticonvulsant medication. It would seem that 
the pathway from the midbrain to the cortex 
is not impeded by sleep or drugs, but that the 
path between the cortex and the lower motor 
neurone (or perhaps the path between the mid- 
brain and the lower motor neurone) is blocked 
during all but the lightest degrees of sleep, 
whether sleep is natural or induced by hyp- 
notics. 


SUMMARY 


1. A case of subacute progressive encephalitis 
occurring in a South African European child 
of 4 years of age is described. 

2. Tactile paraesthesiae preceded the myo- 
clonic phase of the illness by about one month. 

3. All attempts to isolate a virus proved 
negative. 

4. The EEG is considered to be diagnostic 
in most phases of this illness on the grounds 
of the relatively regular repetition of complex, 
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high voltage, slow wave potentials rather than 
on the nature of the slow wave potentials 


per se. 


5. The complexes recorded in cases of sub- 
acute progressive encephalitis are compared 
with ‘K’ complexes, with similar potentials 
often recorded in the EEG of patients suffer- 
ing from organic midbrain damage and with 
potentials sometimes associated ‘with photically 
evoked myoclonic jerks. 


OPSOMMING 


1. ’n Geval van subakute progressiewe harsingont- 
steking by ’n blanke, 4-jarige Suid-Afrikaanse kind 
word beskryf. 

2. Die miokloniese fase van die siekte is omtrent 
‘n maand tevore deur taktiele parestese voorafgegaan. 
_ 3. Alle pogings om die virus te isoleer, was nega- 


tief. 

4, Die EEG word as diagnosties beskou in die 
meeste fases van hierdie siekte op grond van die 
betreklik reélmatige herhaling van komplekse, hoog- 
spannings-, trae-golf-potensiale, liewer as op grond 
van die aard van die trae-golf-potensiale per se. 

5. Die komplekse, aangeteken in gevalle van sub- 
akute progressiewe harsingontsteking, word vergelyk 
met ‘K’-komplekse, met dergelike potensiale wat 
dikwels aangetref word in die EEG van pasiénte 
lydende aan organiese middelbreinbeskadiging, en 
met die potensiale wat soms geassosieer is met 
miokloniese rukkings wat foties teweeggebring word. 
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PREPARATIONS AND APPLIANCES 


PARAFON 


Westdene Products (Pty.) Ltd. have pleasure in 
announcing the introduction of Parafom manufac- 
tured by McNeil Laboratories of America. 

Parafon combines Paraflex, the effective low- 
dosage skeletal muscle relaxant that is specific for 
painful spasm, and Tylenol, the preferred analgesic 
for painful musculo-skeletal disorders. Providing 
benefits that last for up to 6 hours, Parafon is 
effective on the practical dosage of only 6 tablets 
daily. Side effects are rare and seldom severe enough 
to warrant discontinuation of therapy. Parafon re- 
lieves pain and stiffness and helps improve function 
in acute and chronic low back disorders such as 
lumbago, acute paravertebral spasm, or sacro-iliac 
strain; osteoarthritis; rheumatoid arthritis; traumatic 
hydrarthrosis; and traumatic muscle injuries. 

Parafon is supplied in bottles of 25 scored pink 
tablets each containing 125 mg. Paraflex (Chlor- 
zoxazone) and 300 mg. Tylenol (Acetaminophen). 

Parafon is also available in combination with 
prednisolone. This preparation adds the anti- 
inflammatory action of prednisolone to the relief of 
pain and spasm achieved with Parafon. Parafon 
with prednisolone is useful in many arthritic and 
rheumatic disorders, such as rheumatoid arthritis, 
rheumatism, myositis, neuritis, tenosynovitis, fibro- 
sitis, bursitis, spondylitis and osteoarthritis. 

Parafon with prednisolone is available in bottles of 
20 scored buff coloured tablets each containing 
Paraflex (Chlorzoxazone) 125 mg., Tylenol (Aceta- 
minophen) 300 mg. and prednisolone 1 mg. 


ALCOS-ANAL 


Westdene Products (Pty.) Ltd. announce the intro- 
duction of Alcos-Anal manufactured by the Camden 
Chemical Company Ltd. of London. 

Alcos-Anal represents a completely new concept 
in the therapy of haemorrhoids. Although applied 
in the same manner as substances providing only 
symptomatic relief, Alcos-Anal is, in addition, an 
actual treatment for this condition. The active in- 
gredient consists of the sodium salts of highly un- 
saturated fatty acids incorporated in a base which 
increases permeability of the mucous membrane. 
These fatty acids produce muscular contraction and 
cause increased excessive growth of the collagen 
fibres into the vascular walls. This leads to subse- 
quent shrinking of the nodules which diminish in 
size to a point where in many cases they are no 
longer perceptible. Provided treatment is persevered 
with relapses rarely occur. 

It must be emphasized, however, that permanent 
relief may be obtained only by a prolonged course 
of treatment. It is necessary to continue using 
Alcos-Anal for at least 6 weeks if this is to be 
achieved. Application at first may cause a burning 
sensation, but this soon subsides and is never severe 
enough to warrant discontinuation of the treatment. 

Alcos-Anal is supplied in the form of supposi- 
tories in boxes of 10 and 100 and in 20 g. tubes 
of ointment. 

Further information may be obtained from the 
sole South African distributors, Westdene Products 
(Pty.) Ltd., P.O. Box 7710, Johannesburg. 
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South African Distributors: WES TDENE PRODUCTS (PTY.) LTD. 


Johannesburg: 23 Essanby House, 175 Jeppe Street. Durban: 66/67 National Mutual Building, Smith Street. 
Cape Town: 408 Grand Parade Centre, Castle Street. Pretoria: 210 Medical Centre, Pretorius Street. 


Kindly note our Cape Town telephone number has been changed from 2-2276 to 41-1061 
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RODUCING 


A POTENT... 
UNUSUALLY SAFE 
PSYCHIC STABILIZER 


PLACES MORE AGITATED PATIENTS IN THE STABLE ZONE...FREE FROM JITTERS OR LETHARGY 
PERMITS HOME TREATMENT WHERE ONCE HOSPITALIZATION WOULD HAVE BEEN REQUIRED 


SIQUIL is a remarkably safe new drug for treatment of the agitated patient. It is more potent and easier to handle 
than chlorpromazine. Unlike other phenothiazine derivatives; it does not oversedate or overexcite; no jaundice, liver 
damage or convulsions have been associated with its use. Skin eruptions, photosensitivity and hyperthermia are rare, 


Squibb Triflupromazine 


“,.. much greater beneficial effect on psy- “... much milder in the production of side- 
chotic manifestations such as delusions and effects than...” chlorpromazine, promazine, 
hallucinations and pathologic excitement.” mepazine, prochlorperazine and perphenazine.* 


Supplied for oral use as tablets of 10 mg., 25 mg., and 50 mg., in bottles of 50 and 500; and in 
boxes of 5 x | cc. vials for parenteral use as a solution containing 20 mg. per cc.; also as 
SIQUIL EMULSION containing 10 mgm. per cc. in bottles of 30 cc. with dropper. 


STABLE ZONE 


A CENTURY OF EXPERIENCE BUILDS FAITH *Goldman, D,: Am. J. M. Sc. 235:67, 1958 


*SIQUIL’ IS A TRADEMARE 


Samples and Literature on Request from 


SQUIBB LABORATORIES (PTY.) LIMITED 


SQUIBB Pharmacy House, Jorissen Street, Braamfontein, Johannesburg. 


P.O. Box 9975. Telephone 835-1705/6. 


Distributors in South Africa: PROTEA PHARMACEUTICALS LTD. 
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Dextraven comes first—everywhere 


Throughout Australia, Africa, the Middle instance and may not be needed at all 
East—and now in the Antarctic—supplies unless hemorrhage has been massive. 


of Dextraven are kept ready for emer- 
Dextraven is safe, sterile, stable, needs 
gencies. It can be given immediately no saline. And—something of national 


by intravenous infusion—no matching eae 
importance—7t’s very much cheaper than 
of blood necessary, no chance of infec- either blood or plasma. 


tion .. . NO FATAL DELAY. 

’ " DEXTRAVEN is approved by the Ministry 

of Health. Fully descriptive literature 
4 is available and a Technical Informa- 


clear case for Dextraven, the estab- 
lished, clinical dextran solution. tion Service isalwaysat your disposal. 


Blood is not essential in the first 


Dextraven 


TRADE MARK 


FISONS CHEMICALS (S.A.) (PTY.) LTD., P.O. BOX 5788, JOHANNESBURG. 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE, 
ENGLAND. 


BENGER 
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a new fundamental 
discovery 


SECROSTERON crs: 


Dimethisterone Tablets 


—the new orally active 
progestational agent. 


The combined advantages of ‘Secros- 
teron’ will make it a distinct and wel- 
come addition to the list of available 
steroids. It has many advantages. 
‘Secrosteron’ acts as a pure progesta- 
tional agent. It brings about true 
secretory changes in the endometrium; 
and it has no oestrogenic or androgenic 
action. Above all ‘Secrosteron’ has ine 
creased potency over ethisterone and is 
active in a wide range of conditions, at 
many times smaller dosage levels. An 
important aspect is that ‘Secrosteron’ 
dosage schemes are so simple—5 mg. 
three times daily except in the case of 
Habitual Abortion in which the dosage 
is 5 mg. daily. 

*We have prepared a folder on ‘Secros- 
teron’. Please do not hesitate to write to us 


for a copy. 


BRITISH DRUG HOUSES 
(SOUTH AFRICA) (PTY) LTD. 


123 Jeppe Street, Johannesburg 
Telephone 835-1431 
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Erase 
Melanin Skin Pigmentations 


with 


BENOQUIN 


Lotion 5% or Ointment 20% 


Highly purified 
Particularly effective in 
Severe Freckling 
Full details from: 


PROTEA 
PHARMACEUTICALS 


LIMITED 


7 Newton Street . Wemmer 
P.O. Box 7793 Johannesburg 
Telephone 33-2211 Telegrams ‘““Manlu” 


Branches at: 
Cape Town + Durban + Port Elizabeth - East London + Salisbury 
[mit] 


THE LATEST STERILE 


SPRAY DRESSING 
WITH THE MOST ADVANTAGES 


LIQUIDO PLAST 


@ Air-permeable but impassable to bacteria 
® Great Flexibility 
® Positively no sensitization 

w 


Also available in combination with Coal Tar and 
Cignolin for dermatological conditions. 


Full details from: 


PROTEA 


PHARMACEUTICALS 


LIMITED 


7 Newton Street ‘ Wemmer 

P.O. Box 7793 ° Johannesburg 

Telephone 33-2211 Telegrams “Manlu” 
Branches at: 


Cape Town -, Durban - Port Elizabeth + East London +. Salisbury 
[mi2l 
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SIEGFRIED. LIMITED 
SWITZERLAND 


dications 


cute and chronic dyspepsias due to faulty diet, | 
lisorders of the enter, alcohol and nicotine 
xcesses 


isorders of the gastro-intestinal motility and 
listurbances — Pregnancy 


Relief af the heart and circulation alter heavy 


Literature and samples on request from the sole distributors for the Union of South Africa 


P.O. BOX 1684, DURBAN 
Sole Distributors in Southern Rhodesia: PHILIP LEE (PVT.) LTD. P.O. BOX 1401, SALISBURY. DAM | 
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Feelings of insecurity, anxiety and depression are promptly relieved by Drinamy] tablets 
Each ‘Drinamyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. amylobarbitone 
SKF LABORATORIES (PTY) LTD, Diesel Street, Port Elizabeth 


DL:PA19SA_ = ‘Drinamyl’ is a trade mark 
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Giving every advantage to mother and child 


Kilibon 


Phosphorus-free Prenatal Vitamin-Mineral Supplement 


Approved formula to meet the nutritional demands of pregnancy, 
Fininon LEvDERLE supplies full vitamin-mineral supplementation in 
a small one-a-day capsule. 


plus 


e A phosphorus-free formula 


e@ Aurrinic*® non-inhibitory intrinsic factor to augment B,, 
absorption. 


Ferrous Fumarate, a new, better-tolerated source of iron 
@ Prophylactic amounts of vitamins B, and K 
Bottles of 30 


LEDERLE LABORATORIES 
Cyanamid International 


A Division of American Cyvanamid Company 
30 Rockefeller Plaza, New York 20, N. Y. *Trademark 


Each FILIBON capsule, dry-filled, for faster absorption 
and freedom from unpleasant aftertaste, contains: 


Vitamin A (Acetate) 1,000 U.S.P. Units (1 MDR) 
VitaminD... 400 U.S.P. Units (1 MDR) 
Thiamine Mononitrate (3 ;) 3.0 mg. (3 MDR) 
Riboflavin (By) . 2.0 mg. (14 MDR) 
Pyridoxine HCI (Bg). nig, 
Niacinamide. .. . 10.0 mg. (1 MDR) 
Vitamin By9 with AUTRINIC® intrinsic 

Factor Concentrate Lederle 1/€U.S.P. Unit (Oral)t 
Ascorbic Acid (C) 3).0 mg. (18 MDR) 
. . 0.5 mg. 
Folic Acid . . . . 1,0 mg. 
***Calcium Carbonate . . . 575 mg. 
Ferrous Fumarate . . .90.0 mg. 
Iron (as fumarate) . . 30.0 mg. (2 MDR) 
lodine (as Kl) . = 2.01 mg. (1/10 MDR) 
Fluorine (as CaF). . 0,015 mg. 
Copper (as CuO) . 0.15 mg. 
Potassium (as KgSO4) 0.835 mg. 
Manganese(asMnOo) . . . .0.05 mg. 
Magnesium (as MgO) . .0.15 mg. 
**Molybdenum (as Na,MoO,.2H,C) . . . . . 0.025 mg. 
**Zine (an. ZnO)... . - 0.085 mg. 


**The need for (hese sub.tances in human nutrition has 
not been established. MDR—Adult Minimum Daily Re- 
quirement. ***Supplies 1/6 MDR of calcium. +Potency 
established prior to the addition of other ingredients. 


SOLE DISTRIBUTORS FOR SOUTH AFRICA AND C.A.F: ALEX LIPWORTH LTD., JOHANNESBURG, CAPE TOWN, DURBAN AND SALISBURY 
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specific and non-specific 


DIARRHOEAS 


Suspension 


Comprehensive TRIPLE-A action: 


ANTIBACTERIAL 
A NTISPASMODIC 


A DSORBENT 


Bristol 


LABGRATORIES INC 
SYRACUSE. NEW YORK 
usa 


Distributors: B.L. Pharmaceuticals (Pty.) Ltd., P.O. Box 2515, Johannesburg 


te Published fortnightly by the Proprietors Juta and Co. Ltd., 43 Pritchard Street, Johannesburg, and printed in the Union of South Africa by 
Cape Times Limited, Parow, C.P. 


Pr ompt contr ol of 
| | 
| 
: 


